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Abstract
Background: Echoing international trends, the most recent United Kingdom re-
ports of infant and maternal mortality found that pregnancies to women with social 
risk factors are over 50% more likely to end in stillbirth or neonatal death and 
carry an increased risk of premature birth and maternal death. The aim of this real-
ist synthesis was to uncover the mechanisms that affect women's experiences of 
maternity care.
Methods: Using realist methodology, 22 papers exploring how women with a wide 
range of social risk factors experience maternity care in the United Kingdom were 
included. The data extraction process identified contexts (C), mechanisms (M), and 
outcomes (0).
Results: Three themes, Resources, Relationships, and Candidacy, overarched 
eight CMO configurations. Access to services, appropriate education, inter-
preters, practical support, and continuity of care were particularly relevant for 
women who are unfamiliar with the United Kingdom system and those living 
chaotic lives. For women with experience of trauma, or those who lack a sense of 
control, a trusting relationship with a health care professional was key to regain-
ing trust. Many women who have social care involvement during their pregnancy 
perceive health care services as a system of surveillance rather than support, 
impacting on their engagement. This, as well as experiences of paternalistic care 
and discrimination, could be mitigated through the ability to develop trusting 
relationships.
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1 |  INTRODUCTION
Women living in areas with the highest levels of poverty in 
the United Kingdom are 50% more likely to experience a 
stillbirth or neonatal death.1,2 These women experience in-
creased rates of premature birth, low birthweight, cesarean, 
and maternal death.3-6 As socioeconomic status decreases, 
women are more likely to report that they were not treated 
respectfully, that they were not spoken to in a way they could 
understand during their maternity care, and that their con-
cerns are not listened to.5,8 Health inequalities between so-
cioeconomic groups are well documented7,8 and have been a 
key priority in many international and United Kingdom ini-
tiatives, including the World Health Organization's (WHO) 
“Global strategy for women's and children's health”9 and the 
“Better Births” National Maternity Review.10
Lower socioeconomic status is often accompanied by 
other complex social factors associated with adverse out-
comes5,11-15 (Table 1). It is hypothesized that a lack of 
antenatal care and engagement with maternity services is 
directly linked to poor maternal and neonatal outcomes; 
therefore, policies are often focused on improving access to 
care.9,16-18 A secondary analysis of the United Kingdom's 
National Maternity Survey5 showed that the most deprived 
women in the United Kingdom were 60% less likely to 
have received any antenatal care when compared to the 
least deprived women. Reviews of maternal and neonatal 
deaths2-4,14 have found that women with social risk factors 
present real challenges for maternity services, with commu-
nication lapses between hospitals and the community health 
care setting.
Marmots' review of the social determinants of health en-
courages the development of partnerships, with those affected 
by social inequities working with their health practitioners.11 
Central to this approach is the development of a system that 
empowers women to have a real say in decisions that affect their 
lives, and that recognizes their fundamental human rights.18,19 
These values are echoed in the National Institute of Clinical 
Excellence (NICE) guidelines for women with complex social 
factors,20 which called for a reorganization of maternity ser-
vices to improve antenatal care for this population and identi-
fied gaps in evidence with respect to effective service provision. 
Continuity of caregiver is a key government priority in an at-
tempt to improve poor outcomes for women, with priority to 
be given to black and minority ethnic women alongside those 
living in the most deprived areas.16,17 This is currently a far cry 
from the reality of a fragmented United Kingdom maternity 
system. A large, national United Kingdom survey21 reported 
65% of women did not have a named midwife during preg-
nancy, and subgroup analysis of disadvantaged groups found 
inequalities in access to care, information, and interactions.21
Compared to women receiving standard care, a recently 
updated Cochrane review24 found that women who received 
continuity of care from a known midwife experienced signifi-
cantly fewer preterm births, fetal losses, neonatal deaths, and 
clinical interventions and greater satisfaction. The review does 
not report on whether outcomes differed for socially disadvan-
taged women but recommended that future research should 
explore this population and the mechanisms underpinning the 
improved outcomes. Positive outcomes, including less clinical 
intervention, shorter hospital stays, fewer neonatal unit admis-
sions, and increased liaison with multidisciplinary services for 
women with social factors, have been associated with continu-
ity of care models in the United Kingdom.25,26 There remains 
a paucity of evidence and professional agreement with respect 
to what models of care are effective in meeting specific pop-
ulation needs, and why some are more effective than others. 
Group antenatal care has also been identified as a possible 
way of reducing health inequalities for socially disadvantaged 
women, but the evidence to date is limited.27,28 It is not known 
Conclusions: The findings provide underlying theory and practical guidance on how 
to develop safe services that aim to reduce inequalities in women's experiences and 
birth outcomes.
K E Y W O R D S
experiences of care, maternity services, socioeconomic status and ethnicity
T A B L E  1  Social factors associated with increased risk divided 
into two groups 2-5,13,15,16,19,22,25
Women who find services hard to 
access
Women needing  
multiagency services
Socially isolated Safeguarding concerns
Poverty/deprivation/homelessness Substance and/or alcohol 
abuse
Refugees/asylum seekers Physical/emotional and/or 
learning disability
Non‐native language speakers Female genital mutilation
Victims of abuse HIV‐positive status
Sex workers Perinatal mental health
Young mothers  
Single mothers  
Traveling community  
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whether tailored models of care improve outcomes related to 
social deprivation, for example, the duration of breastfeeding, 
parent‐infant bonding, and childhood obesity. It is also not 
known how acceptable these models of care are for women 
with complex social factors, and whether they are seen as sup-
portive, stigmatizing, or potentially isolating.
A systematic review22 found that the effectiveness of 
specific antenatal care programs to reduce infant mortality 
for socioeconomically disadvantaged women has not been 
rigorously evaluated. A further synthesis of women's views 
and literature focusing on the initiation of antenatal care by 
black and minority ethnic groups in the United Kingdom23 
identified a range of barriers experienced by women includ-
ing unfamiliarity with the system, inadequate interpretation 
services, a lack of cultural sensitivity, and impersonal care. 
The review suggested several interventions to overcome these 
barriers such as continuity of care, improved resources, and 
education but concluded that existing examples of specialist 
models of care should be fully evaluated and tested before 
they could be implemented into the wider NHS.
An analysis of the evidence presented in the Lancet se-
ries on midwifery29 recognized the importance of women's 
experience in improving clinical outcomes and indicated fu-
ture research investment should address “right care‐ tailored 
to individuals, weighs benefits and harms, is person‐centred, 
works across the whole continuum of care, advances equity, 
and is informed by evidence, including cost‐effectiveness.” 
Therefore, this synthesis focused on how women with social 
risk factors experience maternity care in the United Kingdom, 
in order to advance theoretical understanding of the condi-
tions required to increase the positive impact of care for this 
population. The aim was to uncover mechanisms that affect 
women's experiences of maternity care and develop program 
theories to be tested in a subsequent realist evaluation.
2 |  METHODS
Realist methodology attempts to understand what works, 
for whom, under what circumstances. It focuses on how 
T A B L E  2  Search strategy parameters and inclusion criteria in synthesis of how women with social risk factors experience United Kingdom 
maternity care
Facet Definition Search terms
Intervention Included—United Kingdom‐based maternity care, 
including standard, routine care, and specialist 
models providing antenatal, intrapartum, and/or 
postnatal maternity care for women with social risk 
factors.
Excluded—education programs, support groups, 
doula services, additional staff training, interven-
tions/models of maternity care in any country other 
than the United Kingdom
Pregnan*, maternity, maternity care, maternity model, pregnancy 
care, model of care, maternal health service*, midwif*, obstetric*, 
healthcare, profession*, HCP, continuity, specialist, antenat*, 
intrapartum, postnatal, perinatal, team, intervention, birth
Participants/
population
Women with low socioeconomic status and/or social 
risk factors identified in the working definitions 
Social complex*, social Factor*, vulnerab*, socioeconomic, socio-
economic status, SES, depriv*, poverty, poor, disadvantag*, level 
of education, low education, low prestige, social class, disparit*, 
inequalit*, inequit*, discriminat*, impoverish*, low income, 
social* exclu*, social isolat*, homeless*, refuge*, immigra*, asy-
lum*, non‐native language, language barrier*, minority ethnic*, 
ethnic*, black and minority ethnic, BME, sexual* abuse*, abuse*, 
domestic abuse*, domestic violence, intimate partner violence, 
IPV, physical abuse*, emotional abuse*, victim of abuse, sex 
worker*, adolescent*, young mother*, teenage*, single mother*, 
traveller*, travelling community, roma*, mental health, perinatal 
mental health, safeguard*, social care, social service*, child pro-
tection, substance abuse, drug abuse, addict*, alcohol*, alcohol 
abuse, disabil*, physical disabil*, learning disabil*, emotional 
disabil*, Female genital mutilation, FGM, Female circum*, HIV 
Positive status, HIV
Methodology Included—qualitative literature or the qualitative 
data within mixed‐methods research
Excluded—any literature published before 2010 
to reflect the response to recommendations of the 
NICE20 maternity service guideline for women with 
complex social factors
Experien*, encounter, perception, view*, feel*, felt, remember*, 
recollect*, access*, engage*, communicat*, trust*, comfort*, 
uncomfort*
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people respond to interventions using contexts, mecha-
nisms, and outcome configurations,30 for example, how 
women in a particular context respond to an aspect of 
their maternity care (the mechanism), and what is the out-
come of this response. This was thought to be the most 
appropriate methodology for the review question posed 
as it not only recognizes the complexity of social risk fac-
tors and maternity services, but also allows the structured 
development of program theories to break these complex 
phenomena down into more manageable hypotheses to 
test what works in improving women's experiences of 
maternity care.
This synthesis was undertaken through regular collabora-
tion with a patient panel consisting of recent maternity ser-
vice users with social risk factors, and a panel of international 
experts in health inequalities and maternity care. Both panels 
advised on the review aims, search criteria, data extraction 
process, analysis, and identified gaps in the literature.
2.1 | Literature search
This realist‐informed, systematic synthesis of qualitative pri-
mary studies focused on the maternity care experiences of 
women with social risk factors using Pawson's30 5 stages of a 
realist synthesis. Two independent researchers reviewed 1830 
papers by title and abstract according to the search strategy 
and inclusion criteria (Table 2). Fifty‐two full‐text papers 
were reviewed and 22 papers included (Figure 1) (See Table 
S1 for an overview of included studies). Included studies were 
quality‐appraised using a validated checklist53 and generally 
assessed as high quality (Table 3). Although it was important 
to report on the quality of the studies, they were not weighted 
F I G U R E  1  PRISMA Flow diagram
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according to quality during the analysis as the purpose of this 
synthesis was to collate program theories and CMO configu-
rations ready to test in a subsequent realist evaluation.
2.2 | Data extraction
A data extraction tool was devised and completed for each 
paper to identify explanatory contexts (C), mechanisms (M), 
and outcomes (0), and to develop program theories arising from 
these configurations. Program theories were constructed using 
“if….., then…” sentences. For example, “migrants who arrived 
in the country late in their pregnancy or had re‐located or been 
re‐dispersed from elsewhere in the UK (C), were unable to reg-
ister with a GP in sufficient time to access maternity services 
before birth (O)” was converted into the following program 
theory: “If women who arrive in the country late in their preg-
nancy or have been re‐located or re‐dispersed from elsewhere 
in the UK are able to book maternity care directly with a mid-
wife, then barriers to early access will be overcome and those 
who have difficulty registering with a GP will not be excluded.”
This process ensured transparency in converting find-
ings into tangible, testable hypotheses or “program theory.” 
A total of 354 program theories were constructed from the 
findings of the 22 included studies. This collected the voices 
of 936 women with various social risk factors. Program theo-
ries were organized using data analysis software53 to uncover 
themes and develop middle‐range theories as recommended 
by Forster e al55 to increase transparency in decision making. 
This process enabled similar theories to be condensed, the 
extraction of theories specific to certain social risk factors, 
and the identification of conflicting theories. These conflict-
ing theories give insight into what works in different contexts 
and for different populations.56 Once all papers had been 
classified according to the social risk factors included and the 
model of maternity care received and similar program theo-
ries condensed, 85 program theories remained. These final 
theories were grouped into the most commonly occurring 
themes and further refined into eight CMO configurations.
Middle‐range theories help conceptualize complex reality 
so that empirical testing of the more specific program theo-
ries becomes possible and generalizable.57-59 This conceptu-
alization aided the development of the final CMO headings 
and has enabled a theoretically informed approach to the de-
sign of the subsequent realist evaluation, with the theories 
incorporated into the interview guides.
3 |  RESULTS
The full findings of this synthesis are detailed in 85 program 
theories (45 general theories and 40 that are specific to dif-
ferent social risk factors) and referenced to relevant included 
studies to demonstrate transparency (see Table S2). For the 
purpose of presenting a concise overview, the program theo-
ries were refined into eight overarching CMO configurations 
under three thematic headings (Table 4): System Resources, 
Relationships, and Candidacy. The CMO configurations are 
not ordered in relation to importance as all are thought to be 
important in impacting outcomes depending on the specific 
contexts identified. Quotes from women are included to add 
meaning and illustrate findings in the included studies.
The Resource theme included (a) access to maternity ser-
vices and (b) appropriate antenatal education, (c) interpreter 
services, (d) practical support, and (e) continuity of care, these 
were particularly relevant for women who are unfamiliar with 
the National Health Service (NHS) system and those living 
chaotic lives. For women with experience of trauma, abuse, 
and discrimination, or those who lack a sense of control, (e) 
the ability to build a relationship with a health care profes-
sional was key to regaining trust in the system and control 
over what happens to them and their baby. The “Candidacy” 
theme recognized that women with social risk factors are 
more likely to experience paternalistic care and highlighted 
the impact of (f) health care professionals' assumptions based 
on race, class, ability, age, and other sources of oppression. 
This might be overcome by placing services in local commu-
nities where health care professionals are immersed in local 
cultures and recognize the strengths and assets held by women 
and their communities. Lastly, many women with social risk 
factors perceive health care services as a system of (g) sur-
veillance rather than support, impacting on engagement and 
meaningful support. This could be mitigated through the abil-
ity to develop trusting relationships, health care professionals' 
knowledge of safeguarding and reporting mechanisms, and 
processes put in place to ensure women's safety.
4 |  DISCUSSION
This synthesis systematically identified qualitative literature 
that focused on the experiences of maternity care in the United 
Kingdom for women with social risk factors and used realist 
methodology to uncover the contexts and mechanisms that 
led to positive or negative experiences. These contexts and 
mechanisms were coded and developed into CMO configura-
tions, providing a set of program theories to test and compare 
women's experiences in future research and evaluation of 
services. The findings contribute to knowledge by providing 
detailed insight into how different social risk factors affect 
women's ability and willingness to access and engage with 
services. The realist methodology takes the findings of the 22 
included papers deeper by unearthing potential mechanisms 
that may improve or worsen experiences.
Twenty of the 22 included studies reflected the views of 
standard maternity care in the United Kingdom reflecting 
the availability of specialist models of care for women with 
   | 7RAYMENT‐JONES ET Al.
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ha
ve
 a
 b
oo
ki
ng
”4
2
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O 
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in
ter
pr
ete
r 
se
rv
ice
s
W
om
en
 w
ho
 do
 no
t s
pe
ak
 
En
gl
ish
 an
d t
ho
se
 w
ho
 ha
ve
 
di
ffi
cu
lti
es
 co
m
m
un
ica
t-
in
g (
lea
rn
in
g o
r p
hy
sic
al 
di
sa
bi
lit
ies
)
1.  
Un
co
m
pl
ica
ted
 te
lep
ho
ne
 ac
ce
ss
 to
 in
ter
pr
ete
r s
er
-
vi
ce
s o
r o
nl
in
e p
ro
vi
sio
n t
o r
eg
ist
er
 w
ith
 se
rv
ice
s, 
ar
ra
ng
e o
r r
es
ch
ed
ul
e a
pp
oi
nt
m
en
ts,
 or
ga
ni
ze
 tr
av
el 
to
 ap
po
in
tm
en
ts,
 an
d t
o a
cc
es
s a
dv
ice
 fr
om
 a 
he
alt
h 
ca
re
 pr
of
es
sio
na
l
2.  
Ac
ce
ss
 to
 pr
op
er
ly
 tr
an
sla
ted
, l
an
gu
ag
e a
pp
ro
pr
iat
e 
m
ate
ria
ls
3. 
Ch
oi
ce
 of
 in
ter
pr
ete
r, 
fo
r e
xa
m
pl
e, 
a f
em
ale
, a
n 
an
on
ym
ou
s, 
or
 a 
tru
ste
d i
nt
er
pr
ete
r.
Ac
ce
ss
 to
 in
ter
pr
eta
tio
n s
er
vi
ce
s t
hr
ou
gh
ou
t a
nt
en
ata
l, 
in
tra
pa
rtu
m
, a
nd
 po
stn
ata
l p
er
io
d, 
in
clu
di
ng
 em
er
-
ge
nc
y a
dm
iss
io
ns
Ea
rli
er
 ac
ce
ss
 to
 se
rv
ice
s, 
av
oi
d-
an
ce
 of
 de
ni
al 
of
 se
rv
ice
, i
m
pr
ov
ed
 
sa
fe
ty
, f
lex
ib
ili
ty
, i
ne
qu
ity
 in
 
in
fo
rm
ati
on
 re
ce
iv
ed
, i
nc
re
as
ed
 
co
nf
id
en
ce
 in
 he
lp
‐se
ek
in
g a
nd
 
se
lf‐
di
sc
lo
su
re
“T
he
 p
ro
bl
em
 w
e 
as
ke
d 
ab
ou
t a
n 
in
te
rp
re
te
r 
bu
t u
nf
or
tu
na
te
ly
 I 
di
dn
't 
se
e 
he
r d
ur
in
g 
m
y 
pr
eg
na
nc
y 
9 
m
on
th
s.”
31
“I
 a
sk
ed
 th
em
, ‘
[C
an
] w
e 
ca
nc
el
 th
e 
m
ee
tin
g 
un
til
 w
e 
ge
t a
n 
in
te
rp
re
te
r…
 I 
di
dn
't 
un
de
r-
st
an
d 
yo
u 
an
d 
yo
u 
di
dn
't 
un
de
rs
ta
nd
 m
e’
. S
he
 
sa
id
, ‘
N
o,
 it
's 
O
K
, w
e 
ca
n 
go
 o
n—
yo
u 
un
de
r-
st
an
d 
En
gl
is
h’
.”4
4
CM
O 
Co
nf
ig
ur
ati
on
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an
ten
ata
l 
ed
uc
ati
on
W
om
en
 w
ho
 m
ay
 ha
ve
 li
m
-
ite
d e
du
ca
tio
n, 
un
fa
m
ili
ar
 
wi
th
 th
e s
ys
tem
, l
an
gu
ag
e 
ba
rri
er
s, 
lea
rn
in
g d
iff
icu
l-
tie
s, 
ca
rin
g r
es
po
ns
ib
ili
-
tie
s, 
no
 su
pp
or
t, 
en
ga
ge
 in
 
“r
isk
y”
 be
ha
vi
or
s
1.  
Cu
ltu
ra
lly
 se
ns
iti
ve
 an
ten
ata
l e
du
ca
tio
n (
eg
, c
hi
ld
‐
fri
en
dl
y s
ett
in
gs
 an
d c
las
se
s w
ith
ou
t t
he
 pr
es
-
en
ce
 of
 m
en
), 
wi
th
 an
 op
po
rtu
ni
ty
 fo
r w
om
en
 to
 
op
en
ly
 di
sc
us
s c
ul
tu
ra
l b
eli
ef
s a
nd
 ad
vi
ce
 re
ce
iv
ed
 
els
ew
he
re
2.  
Un
de
rst
an
da
bl
e, 
ev
id
en
ce
‐b
as
ed
 in
fo
rm
ati
on
 th
at 
is 
we
ll 
tra
ns
lat
ed
, a
bo
ut
 m
ain
tai
ni
ng
 a 
he
alt
hy
 
pr
eg
na
nc
y, 
th
e i
m
pa
ct 
of
 ri
sk
y b
eh
av
io
rs,
 ro
ut
in
e 
pr
oc
ed
ur
es
, a
nd
 he
lp
‐se
ek
in
g/
su
pp
or
t s
ee
ki
ng
In
cr
ea
se
d c
an
di
da
cy
, e
ng
ag
em
en
t 
wi
th
 se
rv
ice
s, 
kn
ow
led
ge
, c
ho
ice
, 
in
fo
rm
ed
 co
ns
en
t, 
he
lp
‐se
ek
in
g, 
an
d 
lif
es
ty
le/
be
ha
vi
or
 ch
an
ge
“ I
 n
ev
er
 a
tte
nd
ed
 th
e 
an
te
na
ta
l c
la
ss
, b
ec
au
se
 
no
 o
ne
 ta
ke
s c
ar
e 
of
 [m
y]
 o
th
er
 tw
o 
ki
ds
. 
W
he
re
 [c
an
 I 
le
av
e]
 th
em
?”
31
N
ot
 e
no
ug
h 
in
fo
rm
at
io
n 
pr
ov
id
ed
 th
ey
 g
iv
e 
yo
u 
le
af
le
ts
 a
nd
 te
ll 
yo
u 
so
m
e 
ri
sk
s, 
bu
t I
 w
ou
ld
 
ha
ve
 li
ke
d 
to
 h
av
e 
ta
lk
ed
 to
 so
m
eo
ne
. I
t i
s d
if-
fe
re
nt
 re
ad
in
g 
it 
th
an
 ta
lk
in
g 
to
 so
m
eo
ne
 a
nd
 
so
m
et
im
es
 y
ou
 d
on
't 
un
de
rs
ta
nd
 th
e 
le
af
le
ts
. 
So
 ta
lk
in
g 
is
 b
et
te
r5
2
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pr
ac
tic
al 
su
pp
or
t
W
om
en
 w
ith
 a 
lac
k o
f 
re
so
ur
ce
s/m
on
ey
/su
pp
or
t, 
un
fa
m
ili
ar
ity
 w
ith
 th
e 
Un
ite
d K
in
gd
om
 cu
ltu
re
 an
d 
sy
ste
m
s, 
fre
qu
en
t d
isp
er
sa
l, 
so
cia
lly
 is
ol
ate
d, 
lea
rn
in
g 
di
sa
bi
lit
ies
, d
ru
g/
alc
oh
ol
 
ab
us
e, 
un
de
rg
oi
ng
 ch
ild
 
pr
ot
ec
tio
n a
ss
es
sm
en
ts
1. 
Pr
ov
isi
on
 of
 ne
w 
sk
ill
s/r
es
ou
rc
es
, f
or
 ex
am
pl
e, 
in
fa
nt
 fe
ed
in
g s
up
po
rt,
 pr
ov
isi
on
 of
 br
ea
st 
pu
m
ps
, 
bo
ttl
es
 an
d s
to
ra
ge
 ba
gs
, r
ea
ss
ur
an
ce
, a
nd
 m
ot
iv
a-
tio
n t
o a
bs
tai
n f
ro
m
 il
leg
al 
su
bs
tan
ce
s
2. 
HC
P's
 kn
ow
led
ge
, t
im
e, 
an
d s
ki
ll 
to
 co
or
di
na
te 
an
d 
fa
cil
ita
te 
pr
ac
tic
al 
su
pp
or
t t
o m
ee
t w
om
en
's 
wi
de
r 
ne
ed
s, 
fo
r e
xa
m
pl
e, 
pr
ov
id
in
g i
nf
or
m
ati
on
 ab
ou
t 
sta
tu
to
ry
 pr
oc
ed
ur
es
, c
on
tac
tin
g s
oc
ial
 w
or
ke
rs,
 
wr
iti
ng
 le
tte
rs 
on
 w
om
en
's 
be
ha
lf,
 co
or
di
na
tin
g a
nd
 
att
en
di
ng
 m
ee
tin
gs
 w
ith
 ot
he
r s
tat
ut
or
y a
ge
nc
ies
 
(e
g, 
so
cia
l c
ar
e, 
ho
us
in
g d
ep
ar
tm
en
ts,
 ho
m
e o
ffi
ce
)
3. 
HC
P's
 kn
ow
led
ge
 of
 m
ate
rn
ity
 be
ne
fit
s a
nd
 lo
ca
l 
su
pp
or
t a
va
ila
bl
e t
o e
na
bl
e t
he
 pr
ov
isi
on
 of
 ad
vi
ce
 
ar
ou
nd
 pr
ac
tic
al 
m
att
er
s s
uc
h a
s h
ou
sin
g, 
em
pl
oy
-
m
en
t, 
ed
uc
ati
on
, a
nd
 ca
re
 of
 ot
he
r c
hi
ld
re
n a
nd
 
fa
m
ily
 m
em
be
rs
W
om
en
 be
tte
r p
re
pa
re
d a
nd
 su
p-
po
rte
d f
or
 th
e c
ha
lle
ng
es
 of
 pa
re
nt
-
ho
od
 an
d a
bl
e t
o d
em
on
str
ate
 th
eir
 
ab
ili
ty
 in
 pa
re
nt
in
g a
ss
es
sm
en
ts,
 
ev
id
en
ce
 of
 ca
re
 an
d e
m
pa
th
y f
ro
m
 
HC
P's
, i
nc
re
as
ed
 ag
en
cy
, v
alu
e i
n 
en
ga
gi
ng
 w
ith
 se
rv
ice
s, 
av
oi
d-
an
ce
 of
 fu
rth
er
 fi
na
nc
ial
 ha
rd
sh
ip
, 
di
str
es
s, 
an
d i
so
lat
io
n. 
De
ve
lo
pm
en
t 
of
 a 
su
pp
or
tiv
e n
etw
or
k
“[
Th
ey
] c
am
e 
to
 m
ee
tin
gs
 w
he
n 
So
ci
al
 S
er
vi
ce
s 
ca
m
e 
to
 se
e 
us
 o
n 
th
e 
w
ar
d.
 T
he
y'd
 c
ha
t t
o 
us
 
be
fo
re
 a
nd
 a
fte
rw
ar
ds
. T
he
y'd
 g
iv
e 
us
 p
ri
va
te
 
ro
om
s…
 to
 g
o 
an
d 
ta
lk
 in
 if
 w
e 
ne
ed
ed
 to
, 
aw
ay
 fr
om
 th
e 
w
ar
d.
 T
he
y 
w
er
e 
fa
nt
as
tic
 e
m
o-
tio
na
lly
, t
he
y 
w
er
e 
re
al
ly
 su
pp
or
tiv
e.
”3
2
“I
 h
av
e 
as
th
m
a 
an
d 
I c
ou
ld
n'
t a
ffo
rd
 m
ed
ic
a-
tio
n.
 I 
st
ru
gg
le
d 
w
he
n 
I w
as
 p
re
gn
an
t. 
I f
el
t 
lik
e 
I c
ou
ld
n'
t b
re
at
he
 a
nd
 w
or
ri
ed
 I'
d 
ha
rm
 
m
y 
ba
by
. M
y 
ad
vo
ca
te
 h
el
pe
d 
m
e 
ge
t t
he
 H
C
2 
fo
rm
 so
 I 
co
ul
d 
ha
ve
 m
y 
m
ed
ic
at
io
n 
fo
r f
re
e.
 I 
w
is
h 
I'd
 k
no
w
n 
fr
om
 th
e 
st
ar
t.”
41
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nf
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ur
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Co
nt
in
ui
ty
 
of
 ca
re
W
om
en
 li
vi
ng
 ch
ao
tic
 li
ve
s 
wh
o s
tru
gg
le 
to
 ac
ce
ss
 an
d 
en
ga
ge
 w
ith
 cu
rre
nt
, f
ra
g-
m
en
ted
 m
ate
rn
ity
 se
rv
ice
s, 
so
cia
l i
so
lat
io
n, 
lac
k o
f 
re
so
ur
ce
, f
re
qu
en
t d
isp
er
sa
l, 
tem
po
ra
ry
 ac
co
m
m
od
ati
on
, 
lac
k o
f s
up
po
rt,
 co
m
pl
ex
 so
-
cia
l a
nd
/o
r m
ed
ica
l h
ist
or
y, 
di
se
m
po
we
re
d, 
pr
ev
io
us
 
tra
um
a o
r a
dv
er
se
 ex
pe
ri-
en
ce
s w
ith
 se
rv
ice
s
1.  
Ac
ce
ss
 to
 a 
kn
ow
n m
id
wi
fe
 or
 sm
all
 te
am
 of
 m
id
-
wi
ve
s 2
4/
7 b
y m
ea
ns
 of
 a 
ph
on
e c
all
, t
ex
t m
es
sa
ge
, 
or
 fr
ee
 te
ch
no
lo
gy
 (f
re
ep
ho
ne
 nu
m
be
r, 
W
ha
tsA
pp
, 
Sk
yp
e, 
etc
)
2.  
Co
nt
in
ue
d s
up
po
rti
ve
 pr
es
en
ce
 th
ro
ug
ho
ut
 
pr
eg
na
nc
y a
nd
 th
e p
er
in
ata
l p
er
io
d, 
wi
th
 a 
kn
ow
n 
m
id
wi
fe
, G
P,
 or
 ot
he
r H
CP
 w
ho
 w
ill
 co
or
di
na
te 
co
m
m
un
ica
tio
n a
cr
os
s d
iff
er
en
t t
ru
sts
 an
d s
er
vi
ce
s 
su
ch
 as
 G
P,
 gy
ne
co
lo
gy
, m
ate
rn
ity
 se
rv
ice
s, 
so
cia
l 
ca
re
, a
nd
 m
en
tal
 he
alt
h s
er
vi
ce
s
3.  
HC
P's
 w
or
k i
n a
 sm
all
 ge
og
ra
ph
ica
l a
re
a w
he
re
 
th
ey
 ar
e v
isi
bl
e a
nd
 be
co
m
e k
no
wn
 by
 ot
he
r 
m
em
be
rs 
of
 th
e c
om
m
un
ity
, r
eli
gi
ou
s n
etw
or
ks
 an
d 
ot
he
r “
ga
tek
ee
pe
rs,
” l
oc
al 
ch
ar
iti
es
, f
oo
d b
an
ks
, 
be
fri
en
di
ng
 pr
og
ra
m
s, 
an
d s
up
po
rt 
se
rv
ice
s
4.  
Fl
ex
ib
le,
 ne
ed
s‐l
ed
 ca
re
, w
he
re
 th
e t
im
e a
nd
 pl
ac
e 
of
 ap
po
in
tm
en
ts 
is 
co
‐p
lan
ne
d (
eg
, a
t h
om
e, 
co
m
-
m
un
ity
, o
r a
 ho
sp
ita
l s
ett
in
g, 
no
t a
t s
ch
oo
l t
im
es
 fo
r 
sin
gl
e m
ot
he
rs,
 ou
tsi
de
 w
or
ki
ng
 ho
ur
s f
or
 w
om
en
 
wo
rk
in
g i
lle
ga
lly
)
Pe
rso
na
liz
ed
, h
ol
ist
ic 
ca
re
, i
n-
cr
ea
se
d e
ng
ag
em
en
t, 
tru
st,
 ag
en
cy
, 
ca
nd
id
ac
y, 
em
po
we
rm
en
t, 
se
ns
e 
of
 co
nt
ro
l, 
su
pp
or
t, 
co
m
m
un
ity
 
in
teg
ra
tio
n, 
sa
fe
ty
. W
om
en
 ar
e 
les
s l
ik
ely
 to
 ha
ve
 to
 re
pe
at 
th
eir
 
hi
sto
ry
 an
d e
xp
er
ien
ce
 a 
va
ria
tio
n 
of
 re
sp
on
se
s/a
dv
ice
, f
ra
gm
en
tat
io
n/
di
sa
ss
oc
iat
io
n b
etw
ee
n s
er
vi
ce
s, 
an
d r
ed
uc
e s
tre
ss
/an
xi
ety
“E
ve
ry
 ti
m
e 
I s
aw
 th
e 
m
id
w
ife
 d
ur
in
g 
pr
eg
-
na
nc
y 
an
d 
la
bo
ur
, I
 fe
lt 
th
at
 I 
w
as
 ju
st
 b
ei
ng
 
pr
oc
es
se
d,
 th
er
e 
w
as
 n
o 
op
po
rt
un
ity
 to
 d
ev
el
op
 
a 
re
la
tio
ns
hi
p.”
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“H
av
e 
on
e 
m
id
w
ife
—
I t
hi
nk
 it
 w
ou
ld
 b
e 
m
uc
h 
be
tte
r f
or
 m
e.
 Y
ou
 u
nd
er
st
an
d…
 so
 I 
ca
n…
 
be
ca
us
e 
th
e 
m
id
w
iv
es
 th
er
e 
is
 d
iff
er
en
t, 
an
d 
I d
on
't 
kn
ow
 h
ow
 to
 o
pe
n 
to
 th
em
. I
 c
an
't 
be
 
op
en
 u
p 
to
 a
 lo
t…
 e
ve
ry
 d
iff
er
en
t p
eo
pl
e.
 W
he
n 
it'
s o
ne
 p
er
so
n,
 th
en
 y
ou
 c
an
 o
pe
n 
up
.”3
7
T
A
B
L
E
 4
 
(C
on
tin
ue
d)
(C
on
tin
ue
s)
   | 9RAYMENT‐JONES ET Al.
 
Co
nt
ex
t
M
ec
ha
ni
sm
s
Ou
tco
m
es
Su
pp
or
tiv
e q
uo
ta
tio
ns
CM
O 
Co
nf
ig
ur
ati
on
 
6—
re
lat
io
n-
sh
ip
/ t
ru
st 
bu
ild
in
g
W
om
en
 w
ith
 pr
ev
io
us
 an
d/
or
 cu
rre
nt
 ex
pe
rie
nc
e o
f 
tra
um
a, 
ab
us
e, 
an
d d
is-
cr
im
in
ati
on
, p
er
ce
pt
io
ns
 of
 
pr
ev
io
us
 m
an
ip
ul
ati
on
 an
d 
co
er
cio
n b
y p
ro
fe
ss
io
na
ls,
 
so
cia
l i
so
lat
io
n, 
lac
k o
f r
e-
so
ur
ce
s a
nd
 su
pp
or
t, 
lim
ite
d 
ed
uc
ati
on
, u
nf
am
ili
ar
ity
 
wi
th
 sy
ste
m
s a
nd
 pr
oc
es
se
s, 
co
m
pl
ex
 so
cia
l a
nd
/o
r m
ed
i-
ca
l h
ist
or
y, 
di
se
m
po
we
re
d, 
lac
k o
f s
en
se
 of
 co
nt
ro
l, 
so
cia
l c
ar
e i
nv
ol
ve
m
en
t/
pa
re
nt
in
g a
ss
es
sm
en
ts
1. 
De
ve
lo
pm
en
t o
f a
 tr
us
tin
g r
ela
tio
ns
hi
p w
ith
 a 
kn
ow
n H
CP
 th
ro
ug
h c
on
tin
ui
ty
, o
pe
n d
isc
us
sio
n 
an
d s
to
ry
 sh
ar
in
g, 
an
d t
he
 pr
ov
isi
on
 of
 m
ea
ni
ng
fu
l, 
re
lev
an
t i
nf
or
m
ati
on
2. 
Pr
ov
isi
on
 of
 ad
vo
ca
cy
 th
ro
ug
h k
no
wn
 H
CP
 at
ten
d-
an
ce
 at
 m
ee
tin
gs
, a
nd
 ot
he
r f
or
m
s o
f e
m
ot
io
na
l 
su
pp
or
t d
ur
in
g i
nt
er
ac
tio
ns
 w
ith
 so
cia
l c
ar
e
3. 
W
om
en
 ar
e i
nf
or
m
ed
 of
 th
eir
 ri
gh
t t
o c
ho
ice
 
th
ro
ug
h e
du
ca
tio
n a
nd
 pr
ov
isi
on
 of
 th
e e
vi
de
nc
e‐
ba
se
d i
nf
or
m
ati
on
 re
qu
ire
d t
o e
xe
rc
ise
 th
at 
ch
oi
ce
4. 
Th
e p
er
ce
pt
io
n o
f a
 he
alt
h c
ar
e p
ro
fe
ss
io
na
l 
to
 be
 re
sp
ec
tfu
l, 
un
de
rst
an
di
ng
, k
in
d, 
an
d 
he
lp
fu
l.C
on
fli
cti
ng
 th
eo
ry
: I
t i
s m
or
e i
m
po
rta
nt
 th
at 
th
e w
ho
le 
se
rv
ice
 is
 pe
rc
eiv
ed
 as
 sa
fe
, r
es
pe
ctf
ul
, 
un
de
rst
an
di
ng
, a
nd
 ki
nd
, r
ath
er
 th
an
 on
e t
ru
ste
d 
HC
P 
in
 a 
wi
de
r t
ox
ic 
en
vi
ro
nm
en
t
M
ea
ni
ng
fu
l i
nt
er
ac
tio
ns
, s
elf
‐d
isc
lo
-
su
re
, i
nc
re
as
ed
 pe
rc
ep
tio
ns
 of
 tr
us
t, 
em
po
we
rm
en
t, 
co
nt
ro
l, 
su
pp
or
t, 
se
lf‐
co
nf
id
en
ce
, s
ha
re
d d
ec
isi
on
 
m
ak
in
g, 
kn
ow
led
ge
 of
 un
fa
m
il-
iar
 pr
oc
es
se
s. 
Re
sto
re
 pr
ev
io
us
ly
 
br
ok
en
 tr
us
t i
n s
ys
tem
s/s
er
vi
ce
s a
nd
 
qu
as
h t
he
 be
lie
f t
ha
t a
cc
es
sin
g c
ar
e 
eq
ua
tes
 to
 re
lin
qu
ish
in
g c
on
tro
l a
nd
 
fe
eli
ng
 vi
ol
ate
d.
Av
oi
da
nc
e o
f l
ab
eli
ng
 w
om
en
 or
 
m
ak
in
g a
ss
um
pt
io
ns
 ab
ou
t t
he
ir 
ne
ed
s b
as
ed
 on
 a 
pe
rc
eiv
ed
 cu
ltu
ra
l 
ba
ck
gr
ou
nd
“I
 h
ad
 b
ui
lt 
a 
re
la
tio
ns
hi
p 
w
ith
 h
er
, I
 fe
lt 
lo
ok
ed
 
af
te
r a
nd
 I 
ha
d 
co
nf
id
en
ce
 in
 w
ho
 w
as
 p
ro
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social risk factors. The included studies covered a range of 
social risk factors that were often multiple and overlapping. 
Black and minority ethnicity, and asylum seeker/refugee 
status were the risk factors most commonly focused on, and 
although the vast majority of the studies found that the partic-
ipants were socially deprived, only four of the 22 papers used 
social deprivation in their inclusion criteria. By focusing on 
single social risk factors when designing research or services, 
the complexity of social deprivation and oppression may be 
overlooked and deficits within the system disregarded. For 
example, the growing body of literature on the “healthy mi-
grant” phenomenon shows that many first‐generation immi-
grants often have better physical and mental health than the 
indigenous populations of many developed countries.60,61 
This suggests that it is not that a person is not native to a 
country that puts them at risk of health inequalities, but it is 
growing up in a place where that person might be perceived 
as different that has a greater bearing. This synthesis found 
that for black and minority ethnic women, asylum seekers, 
and refugees, it was the language barrier and unfamiliarity 
with the United Kingdom system that had the biggest impact 
on how they accessed, engaged, and experienced their ma-
ternity care. This leads us to the concept of intersectionality. 
Although intersectionality was not explicitly discussed in the 
included studies, it became a clear factor in how women ex-
perienced maternity care. Oppressive institutions of racism, 
sexism, ableism, classism, etc, are interconnected, impact 
on health inequalities,62 and cannot be separated when try-
ing to understand why some women experience maternity 
care differently to others. One example of this is found in 
Bradbury‐Jones' study36 where the women felt that not only 
they were perceived as less able to make decisions because 
of their disability, but also this was compounded by health 
care professionals' judgments about the domestic abuse they 
had experienced.
Five of the eight CMO configurations related to system 
resources: access, interpreter services, education, practical 
support, and continuity of care. This closely reflects the 
findings of Hollowell et al's23 review of black and minority 
ethnic women's experiences of maternity care. A frequent 
finding in both papers was the importance of community‐
based care, allowing women and midwives to integrate with 
the local community, and ease access to services for women 
who lack resources or are not able to travel far to hospital 
appointments.
The importance of relationships was so apparent in the 
program theories that it became a key middle‐range theory. 
There is a wealth of literature on the benefits of continuity 
of care on women's outcomes.23-26 This synthesis found that 
for women whose trust has previously been broken, either 
through interactions with professionals, or previous trauma 
and abuse, the development of a trusting relationship with 
a health care professional results in increased confidence,  
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safety, and empowerment. It also reduced women's per-
ceptions of discrimination, manipulation, and coercion by 
people in power. Although “relationships” was found to be 
an occurring theme in this synthesis, the concept of trust 
was tied in closely to this. Women described the impact of 
trust in health care professionals and trust in the system as 
a whole. Literature on the theoretical perspectives of trust 
describes these two aspects, suggesting that trust in a person 
can act as a moderator/mediator when there is distrust in a 
system.63,64 However, this protective factor is vulnerable to 
the trusted person not being there. A conflicting program 
theory identified that for some women, particularly those 
with social care involvement, it was more important that the 
whole service is perceived as safe, respectful, understand-
ing, and kind, rather than one trusted professional in a wider 
toxic environment. The data from women who expressed 
this were linked to perceptions of surveillance, which may 
explain why the thought of one known health care profes-
sional might be perceived as intimidating, and building a 
relationship may be viewed as an invasion of privacy. It 
should be noted that the vast majority of included papers 
reflected standard maternity care and that those women who 
had experienced a form of continuity did not report nega-
tive perceptions of surveillance and valued the relationship 
they had with their health care practitioner/support person. 
Dismantling the belief that accessing health care services 
equates to relinquishing control may have long‐lasting con-
sequences on women's social interactions, help‐seeking, and 
parenting. Conversely, if women with social risk factors, 
particularly those that contribute to disempowerment, ex-
perience paternalistic care through being denied choice and 
perceive health care professionals as lacking warmth, pa-
tronizing, arrogant, and stigmatizing, then they will remain 
disempowered and feel undervalued, and their low self‐con-
fidence will increase.
Candidacy, defined as “the ways in which people's eli-
gibility for medical attention and intervention is jointly ne-
gotiated between individuals and health services,”65 was 
the umbrella concept for two CMO configurations: “as-
sumptions” and “surveillance.” The concept suggests that 
a woman's “candidacy” for maternity services is materially, 
culturally, and organizationally constructed. For example, it 
is well known that more deprived women access preventa-
tive health care services less than more affluent women,5,66 
and have higher use of emergency services.67 Candidacy is 
thought to be at play here, with factors such as help‐seeking 
in response to crisis symptoms rather than to prevent poor 
health, the normalization and acceptance of poor health, 
and fear of blame from health care professionals apparent 
across many of the included studies. Again, these factors 
were found in Hollowell et al's review,23 with barriers to ini-
tial access, lack of interpreter services, discrimination/disre-
spectful care, and health care professionals' lack of cultural 
knowledge affecting how women perceived their candidacy 
for services. The findings of this synthesis extend these find-
ings further by proposing that if the value of accessing ma-
ternity services for the purpose of monitoring, prevention, 
and support is communicated across the communities in 
which women live, through community‐based services and 
relationship building, then women would not view the pur-
pose of the service as simply the treatment of ill health, and 
access care earlier in pregnancy.
4.1 | Strengths, limitations, and gaps 
in literature
Overall, the studies included in the synthesis were assessed 
to be of high‐quality and they reported on studies conducted 
with women with a range of different social risk factors. 
However, the number of studies reporting women's socioec-
onomic status was limited. Only two of the studies reported 
specialist models of care, with the remaining studies reflect-
ing the experiences of standard maternity care. This meant 
that the development of program theories for what works in 
improving women's experiences was often drawn from nega-
tive experiences and inverted to a positive program theory. 
To test those theories, a full evaluation of how women expe-
rience specialist models of care is required.
A further limitation of the synthesis is the cutoff date of 
2010 in the inclusion criteria (see Table 2), potentially re-
stricting the depth of the findings. This criterion aimed to 
reflect the NICE20 guidance for women with social complex 
factors and to compare findings with previous systematic 
reviews of women's experiences of antenatal care.22,23 With 
these limitations in mind, the findings of this synthesis add 
depth and detail in what works, for whom, in what circum-
stances, and how, to existing recommendations from the in-
ternational wider literature.5,8,9,13,18,22,23
There were some themes that were expected to be reported 
but were not. These included the recognition of women's per-
sonal strengths and assets, and the impact of their community. 
This may be because the women interviewed felt these were 
not important, because the research approach did not explore 
these themes, or because they were not included in final pub-
lished work. The assumption of deficit—that people are a 
burden on the state rather than a resource—with respect to 
low‐income people, asylum seekers, refugees, and migrants 
was sometimes apparent in the reported experiences of women 
but was not made explicit in the discussion sections of the 
studies. In addition to this, despite the growing body of evi-
dence into the “healthy migrant effect,” the papers included 
in the synthesis did not explore inequities in health service 
use, experiences, and outcomes for second‐ or third‐generation 
descendants. Tudor Hart's68 “inverse care law”—the principle 
that those most in need of care are the least likely to receive 
it—was also evident in the findings of many included studies 
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but not discussed. For example, do health care professionals 
“do more” for more affluent women? Do women with lower 
socioeconomic status have lower expectations of maternity 
services? Further research, using qualitative realist evaluation 
methodologies with all stakeholders, will help to answer these 
questions and test the program theories put forward in this 
synthesis.
4.2 | Conclusions
The findings of this synthesis provide both an underly-
ing theory and practical guidance on how to develop safe, 
person‐centered maternity services for women with social 
risk factors that encourage early access and meaningful en-
gagement and reduce the discrimination and fear this group 
of women often experience. The synthesis contributes to 
knowledge by identifying how women with different social 
risk factors experience care in different ways, resulting in 
specific program theories tailored to more individualized 
need. The CMO configurations developed will be tested in a 
realist‐informed evaluation of two specialist models of care 
(one community based and one hospital based) within areas 
of significant health inequity in London, United Kingdom. 
The synthesis also highlights potentially significant gaps in 
the literature, such as the impact of discrimination on out-
comes and experiences, potentially stigmatizing service pro-
vision, or the protective factors of community and family 
support. These knowledge gaps should be explored in future 
research and considered when planning services for this vul-
nerable population.
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